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Epidemiology of Tuberculosis* 

By 
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Associate Professor of Medicine 
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Director of Medical Services, St. Boniface Hospital 
Medical Superintendent, St. Boniface Sanatorium 


Tuberculosis can be traced farther back into 
history than any known infection; as a separate 
disease it was identified before all others. Recog¬ 
nisable accounts are found in Babylonian, Egyp¬ 
tian, and Greecian literature. These accounts are 
confirmed by palaeopathology; there is a well 
known specimen showing advanced Potts’ disease 
in a mummie said to have been buried several 
thousand years B.C. 

The incidence of the tuberculosis in the pre- 
Christian era is impossible to estimate. In the 
Hippocratic works phthisis is spoken of as a very 
common febrile disease. It was known to be infec¬ 
tious and the age incidence was well recognised. 
Hippocrates says: In the different ages the follow- 

* Part of a symposium on Pulmonary Tuberculosis read 

before the Winnipeg Medical Society, February 17th, 1939. 


ing complaints occur: “To persons past boyhood, 
haemoptysis, phthisis, acute fevers, epilepsy, and 
other disease but especially the aforementioned.” 
(Aphorisms III-29). Also he says: “Phthisis most 
commonly occurs between the ages of 18 and 35 
years.” (Aphorisms V-9). This age incidence 
has been confirmed by observers in all periods of 
history. 

Early Figures of Incidence 

The first figures of incidence that I have found 
are those set out in the “Bills of Mortality” for 
London in the year 1665. These were probably 
kept because of interest in the Great Plague which 
was then at its height. Incidentally, it gives us 
our first statistical account of tuberculosis, the 
perennial plague that has been the chief scourge 
of mankind from its infancy. There is an interest¬ 
ing title page attached to this gruesome record. 
(The Bills of Mortality, 1665). It is artistically 
decorated with skulls, broken bones, grave-diggers’ 
implements, hour glasses, and other things to 
remind us of the brevity and insecurity of life. 
Following this title page is a weekly record of all 
the deaths in London. In the introduction to what 
the printer calls “these sad sheets” he states that 
the devastation of the plague was in evidence of 
divine displeasure and meant that “Except we 
speedily and seriously repent we shall all likewise 
perish either Similitudine or Certitudine Paenae.” 
Reproduced in Table I. is a summary for the year. 


TABLE I. 

The Diseases and Casualties this Year 


Abortive and Stilborne _ 617 

Aged _ 1545 

Ague and Feaver _ 5257 

Appoplex and Suddenly _ 116 

Bedrid_ 10 

Blasted _ 5 

Bleeding _ 16 

Bloody Flux, Scowring & Flux 185 

Burnt and Scalded _ 8 

Calenture _ 3 

Cancer, Gangrene, and Fistula 56 

Canker, and Thrush_ 111 

Childbed _ 625 

Chrisomes and Infants_ 1258 

Cold and Cough _ 68 

Collick and Winde _ 134 

Consumption and Tissick_ 4808 

Convulsion and Mother _ 2036 

Distracted _ 5 

Dropsie and Timpany _ 1478 

Drowned _ 50 

Executed _ 21 


(Males ...... 5114) 

Christned ( Females .. 4853 ( 
(In all ...... 9967 J 


Flox and Small-pox _ 655 

Found dead in streets, fields, 

&c. _ 20 

French Pox_ 86 

Frighted _ 23 

Gout and Sciatica_ 27 

Grief _ 46 

Griping in the Guts _ 1288 

Hangd & made away them¬ 
selves _ 7 

Headmouldshot & Mould- 

fallen _ 14 

Jaundies _ 110 

Impostume _ 227 

Kild by severall accidents .... 46 

Kings Evill _ 86 

Leprosie _ 2 

Lethargy _ 14 

Livergrown _ 20 

Meagrom and Headach 12 

Meazles _ 7 

Murthered and Shot_ 9 


Overlaid & Starved _ 45 

Palsie _ 30 

Plague _68596 

Plannet _ 6 

Plurisie _ 15 

Poysoned _ 1 

Quinsie _ 35 

Rickets - 557 

Rising of the Lights_ 397 

Rupture _ 34 

Scurvy _ 105 

Shingles and Swine pox_ 2 

Sores, Ulcers, broken and 

bruised Limbs_ 82 

Spleen ..._ 14 

Spotted Feaver and Purples 1929 
Stopping of the Stomack — 332 

Stone and Strangury_ 98 

Surfet _ 1251 

Teeth and Worms _ 2614 

Vomiting_ 51 

VVenn _ 1 


f Males ..... 48569 1 

Buried i Females . 48737 (Of the Plague ... 68596 
(In all ......97306 J 


Increased in the Burials in the 130 Parishes and at the Pest-house this year 
Increased of the Plague in the 130 Parishes and at the Pest-house this year 


79009 

68590 
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The devastating effect of the plague is shown. 
Sinc e London at that time contained something 
less than half a million people, 68.000 deaths 
represent a mortality of nearly 15%. it was 
undoubtedly much higher than that among the 
lower strata because many of the well to do sought 
safety in flight. It was called “The Poor Man’s 
Plague.” There are several other items of inci¬ 
dental interest in this document. But we are 
particularly interested in the incidence of tuber¬ 
culosis. The items here that may be reasonably 
ascribed to that disease are: 


Consumption .4,808 

Kings Evil . 86 

Rising of the Lights. 397 

Part of Teething and Worms.1,300 


6,591 

If we include 50% of “Teething and Worms” 
as tuberculosis we shall not he so far wrong. Cer¬ 
tainly in a community riddled with tuberculosis, 
a very large number of young children must have- 
died of disseminated disease. This gives a total 
of over 6.000 people having died of tuberculosis. 
In a population of 500,000 this is a mortality of 
1,200 per 100,000 which is appalling. It means 
that 12% of the people must have been going about 
with active tuberculosis. It means that the 
chivalry, romance and glamour in the days of 
Shakespeare, Elizabeth and Bacon were associated 
with a tuberculous infestation about three times 
as bad as we find now among our untreated Indians. 
It is hard to understand why everyone did not 
succumb; but perhaps in that blazing furnace of 
infection our race was forging the relative immun¬ 
ity which gives us partial protection today. 

In further confirmation of the enormous ravages 
of tuberculosis in the 17th century we read in 
Sydenham (who was at his prime during the 
plague), “Indeed, deadly as phthisis is, killing two- 
thirds of those who die of chronic diseases, it has a 
specific in riding, as truly as ague has in bark, or 
the venereal disease in mercury.” 

In Graves Clinical Medicine there is an attempt 
to estimate the incidence of tuberculosis from the 
vital statistics for 1841. He states that among 
2.000,000 people then in London 7,000 died annual¬ 
ly of tuberculosis. This is a death rate of 350 per 
100.000 or about one-third of what it had been 
200 years before, and six times as great as our 
Canadian Mortality today. 

These figures for London of 100 years ago 
cannot be very accurate. There must have been 
many errors of omission and of commission in their 
compilation. But even allowed for much inaccur¬ 
acy we are forced to the conclusion that Europe 
has been riddled with tuberculosis as far back as 


authentic history can be traced. Even though we 
have no dependable figures we can make this in¬ 
ference from reading the medical and non-medical 
literature. The frequency with which people are 
said to have suffered from, or died with phthisis, 
consumption, Rising of the Lights, a “bloody flux” 
from the lungs, dry rot of the lungs, and chronic 
cough is very striking. In reading the lives of 
.John and William Hunter one feels convinced that 
this family was heavily infected. There were ten 
in the family; three died in infancy and four in 
early adult life. One of these, James, definitely 
had phthisis and died of haemorrhage. What one 
can find of the death of the others suggests tuber¬ 
culosis. This is a typical history of a family with 
a tuberculous focus in the father or mothers. A 
certain proportion die of disseminated tubercu¬ 
losis in babyhood, some die of adult tuberculosis 
in early maturity, and some survive. The bio¬ 
graphical and historical literature contains many 
similar examples of tuberculous families—some¬ 
thing that is almost unknown in well-to-do families 
of today. 

Modern Statistics 

Accurate tuberculosis mortality statistics are 
not found until the latter part of the 19th century. 

Graph No. I. 


TUBERCULOSIS' 
XU. FORMS. 
0EATH RATES /S00 TO 
l»33‘ OBSERVED, 
ISM TO 1940 PROJECTED. 


ORIGINAL 

REGISTRATION STATES 
AND 

DISTRICT or COLUMBIA 

•PROVSIONAL. BASED ON 
FIRST TEN MONTHS 


Graph No. I. shows the death rate from tubercu¬ 
losis of all forms in the United States from 1900 
to 1933. From this you will see a gradual and 
steady fall of mortality. It starts at 200 in 1900 
and drops to nearly 50 in 1934. By projecting 
this curve by various methods one would predict 
a death rate from 20 to 30 in 1940. Unfortunately 
the experience of recent years suggests that a 
flattening of the curve is taking place and that 
the ultimate strongholds of tuberculosis will yield 
only with difficulty. It is interesting to see the 
sudden fall in death rate in the post war years 
(1918 to 1922). In Germany a rise in death rate 
of similar proportion took place at the same time. 
We shall not speculate upon the causes behind 
these phenomena. 



TREND BASED ON RATES 1900 TO 1931 
TREND BASED OH RATES 1921 TO 1931 
MEAN OF TWO TRENDS . 
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Graph No. II. 


YEARS 
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ALL TUBERCULOSIS 100,000 


Graph No. II. shows what has taken place in 
Canada during the past 20 years. The death rate 
has consistently fallen in each Province. The 
Provincial death rates tend to decrease as one 
proceeds West. The only exceptions to this general 
rule are that Quebec and British Columbia are 
higher than they should he. In Quebec this may 
be accounted for by relative crowding and poverty. 
In British Columbia it may be partly due to the 
high proportion of Indians in the population and 
partly to contact with the Orient where tubercu¬ 
losis is rampant; also, invalids are likely to estab¬ 
lish residence on the West coast and finally die 
there. It will be seen that the death rate in all 
the Provinces except Manitoba rose definitely in 
1926. This was due to the inclusion of Indians in 
general mortality statistics. In Manitoba, Indians 
were not included till 1928 and here we see the 
expected rise. Up to that time Manitoba was 
running a close race with Ontario but apparently 
has never recovered. The Indian death rate 
accounts very largely for our relatively high death 
rate. Dr. E. L. Ross has recently pointed out that 
in 1929, 361 white people died of tuberculosis in 
Manitoba and in 1937 only 257 died—a 28% reduc¬ 
tion. In spite of this our gross death rate remains 
stationary; it is being kept up by the more ade¬ 
quate reporting of Indian deaths; only 63 Indian 
deaths were reported in 1929 while 176 cases were 
reported in 1937. This is not due to increasing 
death rates among Indians. The Indian population 
is gradually increasing. It is due to increasing 
interest in tuberculosis among Indians. At present 
the Indian population which is only 2.2% of the 
total accounts for 40% of the deaths. 

The gradually increasing death rate as one pro¬ 
ceeds from the older to the newer provinces have 
several possible causes: 

1. There is less crowding into cities and towns 
on the prairies. There are few large cities and 
no slums. 

2. The average economic status has, till recently, 
usually been higher in the West. Poverty is a new 
experience for us. 

3. The population in the pioneer provinces has 
been automatically selected from the stronger 


individuals of the older provinces. The boy with 
the “weak chest’" on the old farm in Bruce county 
was not the one selected to homestead on the 
prairies. 

4. One may be tempted to think that climate 
may have something to do with the lower incidence 
in tlie drier parts of the Dominion. It is a popular 
belief that tuberculous people do better in a dry 
atmosphere. The evidence for and against this 
idea is complex and not convincing one way or 
the other. 

The general effect of the West on mortality, 
whatever its cause, is particularly evident in 
Saskatchewan where the death rate was only 
slightly over 40 in 1921 and is now 30. 

Decline of Tuberculosis 

The figures you have been shown demonstrate 
the fact that tuberculosis has been on the decline 
for as long as statistics have been compiled. This 
applies in all parts of the world. The reason for 
this decrease is a most interesting epidemiological 
problem. Of course we have frequently been told 
that it is due to the anti-tuberculosis effects of 
doctors, governments and lay bodies, and the 
advent of Sanatoria with consequent isolation and 
adequate treatment. The figures that are usually 
presented to prove this by tuberculosis workers 
are often not convincing. A graph of the death 
rate, year by year, over a long period could in most 
communities be used by the sceptical to prove that 
our efforts have been futile. 

It is obvious that our specific anti-tuberculosis 
activities have not been the only or perhaps the 
chief cause for the following reasons: 

1. The decline and fall of tuberculosis started 
years — perhaps hundreds of years — before any 
concerted campaign was begun. 

2. The reduction in death rate over long periods 
can be shown to have proceeded almost as rapidly 
in communities with no campaign as it has where 
the work has been intensive. 

If the decrease in tuberculosis is not entirely 
due to our efforts what are the causes of a pheno¬ 
menon so spectacular? Well, of course, we can 
give no specific answer. We may ask: Why have 
other infectious diseases also decreased in civilized 
countries: What accounts for the almost complete 
disappearance of plague, leprosy, small pox, 
typhoid fever, and many other killing diseases of 
100 years ago? We can only say that for various 
reasons, which could be elaborated for hours, that 
the civilized world is becoming less and less con¬ 
genial for pathogenic organisms and that civilized 
man is becoming more and more inhospitable as 
a host. 

There is still something inscrutable about the 
way of all epidemics. It is not difficult to under¬ 
stand the waxing of a measles epidemic; but win- 
does it wane? Why does it not go on till every 
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susceptible person in the community is infected? 
The same mystery surrounds the waning of tuber¬ 
culosis. We can regard it as an epidemic disease, 
and since it is a disease that lasts a life time and 
not a few days as in acute fevers, its epidemics 
have a periodicity of hundreds of years and not of 
months. We can then regard our own day as being 
at the end of a great epidemic, the peak of which 
occurred perhaps two or three hundred years ago. 

Future Policy 


2. Adequate bed space for treatment and 
segregation. 

3. Full co-operation of the medical profession. 

These necessities are gradually being acquired 
in Canadian Provinces and their effect is being 
felt. As evidence of results I submit an extract 
from a brief presented before the Royal Com¬ 
mission by Dr. G. J. Wherrett, Executive Secretary 
of the Canadian Tuberculosis Association. 


Though candor forces us to admit that our efforts 
have not accounted for the steady reduction in 
death rate in the past few hundred years, common 
sense tells us we must go on with our campaign 
and even redouble our efforts, and for very good 
reasons. A hundred years ago tuberculosis was 
pandemic; everyone became infected by the time 
they reached maturity; resistance was built up by 
the selection of an enormous mortality; death 
rates gradually came down as in other epidemics. 
Now tuberculosis is endemic or sporadic. Eighty 
per cent, of our school children on the prairies 
escape contamination. Each succeeding genera¬ 
tion is growing up less infected, less selected, and 
less resistant—all of which will set the stage for 
an epidemic outbreak. We are on an immulolo- 
gical hot spot from which we dare not retreat for 
fear of disaster. It is generally agreed that it is 
safer to have a positive tuberculin reaction if one 
is to live in an infected atmosphere; 
since we are bringing up the younger 
generation with negative tuberculin 
reactions we must provide a non- 
infected environment. The only way 
in which we can protect future gen¬ 
erations is to eliminate or isolate the 
infection completely. The complete 
elimination of tuberculosis is the aim 
of present day anti-tuberculosis work. 

It is hoped that all people will be 
protected against contamination and 
go through life with negative skin 
reactions. 


“Alberta is the only 7 province that is an excep¬ 
tion to the general observation that deaths decline 
according to the extent to which treatment facil¬ 
ities are provided. Alberta is low in treatment 
beds and annual per capita expenditure and yet 
it has had a fair reduction in death rate. It must 
be borne in mind, however, that half-breeds who 
are a provincial responsibility are not included in 
this table and as Alberta has the greatest propor¬ 
tion of Indian deaths, 11.3 per cent, as against 
26.5 per cent, in Saskatchewan, it should also have 
a greater proportion of half-breeds among whom 
the death rate has not declined to the same extent 
as in the white race. This- table was calculated 
by the Vital Statistics Branch of the Dominion 
Bureau of Statistics and computed on the bases 
of exclusion of Indians and half-breeds because 
their registration of deaths was incomplete in the 
four-year period from 1922-1925. 


Comparison 
Rates by 


of Average Tuberculosis Mortality 
Provinces, 1922-25 and 1933-36 


P'our-year tuberculosis death 
rate <per 100,000 population Percentage 


How can this be done? It cannot 
be done by waiting for infected 
people to develop symptoms that 
drive them to a doctor or signs that 
can be found with a stethoscope. Almost all the 
patients who have cough and expectoration have at 
least moderately advanced disease; almost all cases 
that have stethoscopic signs have already gone on 
to excavation. Waiting to discover tuberculosis by 
manifest signs and symptoms accounts for the fact 
that about 80% of all those admitted to Sanatoria 
are far advanced. This means that most are in¬ 
curable and that they have already contaminated 
those with whom they have been living. 

Further progress demands discovery of cases 
before they are ill and isolation of all open cases. 
Three things are necessary to accomplish this, 
namely: 

1. Easily available diagnostic facilities. 


Registration Area as of 1921 ... 

Prince Edward Island .119.6 

Nova Scotia .123.9 

New Brunswick.106.4 

Ontario . 

Manitoba . 5 

Saskatchewan . 41.2 

Alberta .... 

British Columbia .. 70.6 


1922-25 

1933-36 

Decrease 

. 65.4 

40.6 

37.9 

.119.6 

78.5 

29.0 

.123.9 

90.2 

27.2 

.106.4 

76.2 

28.4 

. 59.9 

34.8 

41.9 

. 57.5 

35.5 

38.3 

. 41.2 

22.2 

46.1 

. 43.2 

25.4 

41.2 

. 70.6 

52.6 

25.5 


Figures for Quebec are not given because Quebec 
did not become part of the Registration Area 
until 1925.” 

Part of the reduction of death rate indicated 
above may be due to the unexplained general 
downward tendency of death rates. But there 
is very suggestive evidence that the reduction 
parallels the effort expended. 

An even more striking proof of the good effect 
of applying the three principles set out above is 
provided by a study of the death rate in the City 
of Winnipeg in the past 15 years. (Graph No. III.) 

A sudden fall in death rate will be seen to have 
taken place in 1931 and 1932 followed by a more 
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Gragh No. III. 



ALL TUBERCULOSIS 

CRUDE (WE - CORRECTED RATE- 

gradual downward trend since. This is more 
marked than indicated on the graph since the 
1938 figure, which is not shown, is only 24.7. The 
average death rate of the seven years, 1924 to 
1931 inclusive, is 55; the average of the seven 
years, 1932-1938, is 34-—a reduction of 38%. This 
dramatic change corresponds to the provision of 
the first two necessities, i.e., the setting up of 
available diagnostic facilities in the opening of 
the Central Tuberculosis Clinic and the supply of 
adequate bed space in the building of St. Boniface 
Sanatorium. 

With these new organizations the reduction in 
death rate should continue. With regard to the 
third necessity it can truly be said that anti¬ 


tuberculosis agencies have always had the finest 
co-operation from the profession of Winnipeg. 
Possibly no group of practitioners in Canada 
appreciate their responsibility so fully and 
shoulder their obligation so cheerfully in this 
respect. As a consequence, Winnipeg is now one 
of the healthiest cities in Canada so far as tuber¬ 
culosis is concerned. 

The family practitioners are now in the position of 
being able to advance the fight against tuberculosis 
more than any other agency. They are the only mem¬ 
bers of the profession who have an opportunity of 
discovering early tuberculosis. The only adequate 
instruments in the early discovery of tuberculosis are 
the tuberculin syringe and x-ray equipment. Only by 
doing tuberculin tests on all contacts, and x-raying 
those that are positive, will any large percentage of 
curable cases be discovered. The only way in which 
further spread can be stopped is by forcing carriers 
into isolation just as though they had smallpox. 

If anyone thinks that the half million dollars spent 
on tuberculosis in Manitoba is wasted, let him consider 
what would follow the abandonment of our present 
scheme. If all tuberculous people now in Sanatoria 
were discharged today about 500 centres of infection 
would be set up. The Provincial Schools and other 
public places would immediately become centres for 
dissemination. Thousands of our uninfected children 
would immediately become infected. A centre of in¬ 
fection today would cause ten times the havoc that it 
did 100 years ago when infection was universal. For 
these reasons I feel that a vigorous campaign against 
tuberculosis is more justified today than it ever has 
been and that any relaxation in vigilance might easily 
prove disastrous. 


Secondary ANEMIAS 

Although copper does not enter into the formation of the haemoglobin 
molecule, numerous studies have revealed its importance as a “metabolic 
activator’’ for the best utilization of iron. 

Abbott’s Cofron Elixir is an agreeable-tasting tonic of whole liver con¬ 
centrate with the copper and iron present in definite amounts. Each fluid 
ounce represents I i ounces of fresh liver, 1 grain of iron and 1/25 grain 
of copper. Cofron Elixir is indicated in non-specific conditions in which 
there is a decreased red cell count or a lowered haemoglobin percentage. 
Recovery from any weakening illness, if it has led to anaemia, will be 
hastened by the administration of Cofron Elixir. Detailed literature will be 
sent upon request. Abbott Laboratories Ltd., 388 St. Paul St. West, 
Montreal. 

ABBOTT’S COFRON ELIXIR 
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Vitamin B Complex Syrup 

If the diet is deficient in Vitamin Bj it is logical for the Physician to 
assume it is deficient in many of the other factors of the B Complex. 
In treating: 

VOMITING IN PREGNANCY POLYNEURITIS 

CHRONIC CONSTIPATION ANOREXIA 

by prescribing Squibb Vitamin B Complex Syrup the Physician assures 
his patient adequate amounts of Vitamin B, and all the other recognized 
factors in the B Complex. 

AVERAGE DOSE: 3- T.I.D. plain or mixed with milk, tomato juice or 
similar vehicle. 

Supplied in 3, 6 and 12-oz. bottles and 10-lb. containers. 


For literature and samples write: 

Professional Service Department, 36 Caledonia Road, Toronto 

E R: Sqjjibb & Sons of Canada, Ltd. 

MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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Visit of Their Majesties to Canada 


The members of the medical profession join with 
all other citizens in welcoming to Canada His 
Majesty King George VI. and Queen Elizabeth. 
This is the first time that a reigning sovereign has 
visited one of the Dominions and the innovation 
has wide constitutional implications. 

Their Majesties have both for long shown a 
special interest in health problems. His Majesty 
the King is patron of the Canadian Medical 
Association and also of the Canadian Society for 
the Control of Cancer. During their tour of 
Winnipeg they will visit the disabled soldiers at 
the Deer Lodge Military Hospital. 

Annual Meeting Manitoba Medical Association 


Scientific Programme 

Arrangements are already underway for the 
scientific programme for the Annual Meeting, 
September 11th, 12th and 13th. The Canadian 
Medical Association are arranging to send two 
clinicians, the President of the Canadian Medical 
Association and the Secretary. The names of the 
visiting speakers will be announced at an early 
date. 


Scientific Exhibits 

The Committee in charge of Scientific Exhibits 
for the Annual Meeting request that those who 
have material available and wish to arrange for 
its inclusion, should communicate with the Chair¬ 
man before July 1st. 

Correspondence may be sent to the Secretary 
of the Manitoba Medical Association, 102 Medical 
Arts Building, Winnipeg, and will be forwarded 
to the Committee. 

Winnipeg Medical Society 


Annual Meeting 

The Annual Meeting of the Winnipeg Medical 
Society will be held in the Physiology Lecture 
Theatre of the Medical College on Friday, May 19. 

The presidential address by Dr. 0. C. Trainor 
will be on Health Insurance. 

Brandon and District Medical Association 

The Annual Meeting of the Brandon and District 
Medical Association will be held at the Prince 
Edward Hotel, Brandon, on May 5th at 7 p.m. 

Canadian Medical Association 

The Annual Meeting of the Canadian Medical 
Association will be held in Montreal June 19th 
to 23rd. The headquarters will be at the Windsor 
Hotel. 

The visiting speakers will include Professor E. 
P. C'athcart, Professor of Physiology at the 
University of Glasgow; Dr. A. J. Bedell of Albany, 
N.Y., LT.S.A., an authority on opthalmology; Dr. 
Clara M. Davis of Winetka, Ill., U.S.A., an expert 
on the modern feeding of infants, and Professor 
Norman Miller. Professor of Obstetrics and Gynae¬ 
cology at the University of Michigan, U.S.A. 

The entertainment committee have arranged an 
interesting programme, including a dance at the 
Normandie Roof of the Mount Royal Hotel, a golf 
tournament and banquet at the Royal Montreal 
Golf Club, and golf games at various courses 
throughout the week. 

The ladies’ committee have arranged special 
entertainment for the visiting ladies. 

American Congress of Obstetrics and Gynaecology 

The American Committee on Maternal Welfare 
has sponsored a Congress on Obstetrics and 
Gynaecology to study the present day problems 
on Obstetrics and Gynaecology. The Congress 
will be held in Cleveland, Ohio, U.S.A., September 
11th to 15th. 1939. 

There will be sessions for each professional 
group with round table discussions and formal 
addresses. 
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• GASTRIC ACIDITY 

Immediate control 
Prolonged control 
Localized control 

• ULCER PROTECTING POWER 

Maximum 

• GASTRO-INTESTINAL SPASM 

Corrected 

• GASTRO-INTESTINAL FUNCTION 

Not disturbed 

• TOXIC ALKALOSIS 

Absent 

• CLINICAL RESULTS 

Excellent 


. . . in the treatment of 


digestive disturbances associated with 
increased acidity of the stomach . . . . 


In respect to its acid neutralizing and adsorbent qualities, magnesium 
trisilicate (the active ingredient of ''Tricepiol") "far transcends bismuth 
salts, magnesia, aluminium hydroxide, prepared chalk and other medica¬ 
ments in these conditions". Mutch, N. Hydrated magnesium trisilicate in peptic 
ulceration. Brit. Med. ]. 1:254-7 (Feb. 8) 1936. 

No. 937 "TRICEPIOL" — a palatable preparation containing, in each average tea¬ 
spoonful, 35 grains of hydrated magnesium trisilicate associated with pectin and 
glucose. 

No. 938 "TRICEPIOL" COMPOUND — has a similar basic formula to ''Tricepiol ' but 
contains, in addition, 1/500 grain of atropine sulphate and 1/8 grain of phenobarbital 
per average teaspoonful. 

Available in bottles containing, 5 l /i ounces. 


AYERST, McKENNA <X HARRISON LIMITED 

Biological and Pharmaceutical Chemists 
® MONTREAL • CANADA 
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Department of Health and Public Welfare 


NEWS ITEMS 


The following is the second and final instalment of 
the article on “Focal Infection with Particular Emphasis 
on Preventive Aspects for Individuals Between 21 and 
45 Years of Age” by W. J. Stainsby and Edith E. 
Nicholls. 

THE INTESTINAL TRACT AS A FOCUS 
OF INFECTION 

“The gastro-intestinal tract is frequently the site 
of chronic localized disease, and consideration must be 
given to it in any discussion of focal infections. 

“Peptic Ulcers. Gastric and duodenal ulcers are 
frequently encountered in the age group under dis¬ 
cussion. The etiology of these lesions is not known, 
and the infection usually found at the base and around 
such ulcers is probably of secondary importance. No 
definite evidence has yet been presented that they are 
caused by foci of infection or act as such for disease 
elsewhere in the body. 

“The Vermiform Appendix and Intestinal Diverticula. 

These structures are at times the seat of chronic local¬ 
ized infections which may produce disease elsewhere 
in the body. The writers have seen a few cases of 
rheumatoid arthritis that were apparently caused by 
a chronically diseased appendix following the removal 
of which, the arthritis cleared up. 

“Lower Intestinal Ulcers. Ulcers of the lower intes¬ 
tinal tract may be due to infectious agents, parasites, 
nutritional disturbances or to unknown causes. It 
seems quite likely that the infectious ulcers may act 
as a foci of infection, and for the prevention of disease 
elsewhere in the body serious consideration must be 
given to such lesions. 

“The Normal Intestinal Tract. Almost all micro¬ 
organisms associated with the various foci of infection 
may be recovered from the feces of healthy individuals. 
Streptococci, especially of the viridans type, colon 
bacilli, either hemolytic or non-hemolytic, and various 
staphylococci should be considered as possible normal 
inhabitants of the lower intestinal tract. These organ¬ 
isms have been accused of passing through healthy 
intestinal mucosa and initiating various disease pro¬ 
cesses elsewhere in the body. No convincing evidence 
to support this view has as yet been published. 

“Constipation. While constipation is a serious dys¬ 
function of the intestinal tract, the frequency of this 
condition has been much overemphasized through ex¬ 
tensive advertising by certain manufacturers of pro¬ 
prietary medications. Many individuals with normal 
health may have bowel movements at only two or three 
day intervals. Constipation has sometimes been accused 
of producing a condition of the bowel that would permit 
microorganisms or their toxic products to pass to other 
parts of the body and produce disease. While undoubt¬ 
edly a toxic absorption due to constipation is capable 
of producing symptoms in the patient, there is no 
evidence that such absorption can produce disease in 
the accepted meaning of the term ‘focal infection.’ 

“Gall Bladder. The gall bladder frequently becomes 
chronically infected with streptococci, colon bacilli, 
and staphylococci and acts as a focus of infection for 
disease elsewhere in the body. The relationship of 
chronic cholecystitis and subacute combined sclerosis 
has been mentioned by some writers. 


1. Opie, Eugene E. and Freund. Jules. An experimental 
study of 'protective inoculation with heat killed tubercle 
bacilli. Jour. Exper. Med. 66: 7G1 (December, 1937). 


RHEUMATOID ARTHRITIS AND FOCAL 
INFECTION 

“Rheumatoid (atropic, proliferative) arthritis has a 
definite relationship to foci of infection. While not 
definitely established, much evidence exists for the 
belief that the hemolytic streptococcus is the primary 
etiologic agent in a high percentage of cases of rheu¬ 
matoid arthritis, and that other factors such as inherited 
predisposition, exposure to dampness and cold, over¬ 
work and worry, while important, play a secondary role 
in producing the disease. Therefore, it is essential in 
the prevention of rheumatoid arthritis that individuals 
be not permitted to harbor chronic foci infected with 
hemolytic streptococci. The tonsils and other lym¬ 
phatic tissues of the naso-pharynx are frequently 
associated with such infections; the teeth and sinuses 
are next in importance and other foci of infection less 
commonly. 

“In the treatment of well developed rheumatoid 
arthritis, removal or treatment of foci of infection 
constitutes one of the most important therapeutic pro¬ 
cedures. A small proportion of such cases are com¬ 
pletely relieved by the removal of such foci. This is 
particularly true in the very early cases, when the 
onset of the disease can be associated with an attack 
of tonsillitis or sinusitis or the development of an 
abscessed tooth. With a considerable number of cases 
of rheumatoid arthritis, particularly those moderately 
advanced, removal of foci of infection has to be supple¬ 
mented with other forms of therapy in order to effect 
recovery. With the advanced cases, especially those 
that have considerable deformity with little further 
progression of the disease process, removal of primary 
foci of infection seldom modifies the course of the 
disease. It seems that once well developed pathological 
changes occur in the joints due to the arthritis, the 
joints themselves take on the aspects of a focus of 
infection and the removal of the primary focal infection 
is of little benefit to the patient. 

GLOMERULONEPHRITIS AND FOCAL 
INFECTION 

“While the etiology of glomerulonephritis remains 
obscure, the onset of the disease is almost always as¬ 
sociated with a hemolytic streptococcus infection 
somewhere in the body. Diseases of the upper res¬ 
piratory tract, particularly tonsillitis and peritonsillar 
abscesses, pharyngitis, sinusitis, the common cold, 
‘grippe’ and scarlet fever, are generally responsible for 
initiating an attack of the disease. On the other hand, 
glomerulonephritis is very rare in countries where 
hemolytic streptococcus infections are uncommon. 

“For the prevention of glomerulonephritis, therefore, 
focal infections that harbor the hemolytic streptococcus 
should be treated. 

“When the glomerulonephritis has already developed, 
an existing sinusitis or mastoiditis should be treated 
without delay. If diseased tonsils are present, tonsil¬ 
lectomy should be delayed until after the subsidence 
of the acute nephritis symptoms. Tonsillectomy in 
such patients sometimes causes a recurrence of the 
glomerulonephritis, but the relapse is usually mild and 
of short duration. 

RHEUMATIC FEVER AND FOCAL 
INFECTION 

“A high percentage of initial attacks of rheumatic 
fever occurs in childhood. Nevertheless, a small propor¬ 
tion does develop in adult life, and as about 45 per 
cent, of all deaths from this disease occur after the 
age of 30, it should be included in the age group under 
discussion. 
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“Several investigators have clearly demonstrated that 
hemolytic streptococcus infections, particularly those 
of the upper respiratory tract, frequently precede or 
are associated with the onset of rheumatic fever. These 
workers have also shown that in countries where hemo¬ 
lytic streptococcus infections are uncommon rheumatic 
fever is rarely found. 

“As a preventive measure for this disease, it is 
highly important that chronic foci of infection especially 
in the upper respiratory tract should be eradicated, as 
such localized inflammations tend to increase the fre¬ 
quency of respiratory disease which in turn may initiate 
the onset of rheumatic fever. The tonsils and sinuses 
are probably more important than other foci in this 
respect. 

“When rheumatic fever is already developed, dis¬ 
eased tonsils should be removed and infected sinuses 
treated as soon as the patient’s general condition 
permits it. Removal of such foci does not eliminate 
recurrences but inasmuch as such therapy lessens the 
frequency of upper respiratory infections, it likewise 
decreases the incidence of recurrences. It must be 
remembered in this regard that secondary etiologic 
factors, such as exposure to dampness and cold, malnu¬ 
trition, unhygienic living conditions, play an important 
role in the development or recurrence of rheumatic 
fever. 

NEURITIS AND FOCAL INFECTION 

“A neuritis may involve one nerve, when it is known 
as mononeuritis or localized neuritis, or it may affect 
symmetrically distributed nerves when it is known as 
multiple or polyneuritis. The former variety may be 
caused by trauma, but both may be initiated by either 
chronic poisoning from alcohol or various chemicals, 
from lack of vitamins, or by infection such as the 
contagious diseases or focal infections. The foci of 
etiological importance in neuritis are generally located 
about the nose and throat, particularly the tonsils, 
teeth and sinuses. Spectacular results are sometimes 
obtained with these conditions by the removal of 
definitely infected foci of infection. 

DISEASES OF THE RESPIRATORY TRACT 
AND FOCAL INFECTION 

“Asthma. The part played by focal infections in 
the various types of asthma has not been clearly defined. 
There seems little doubt, however, that a certain small 
perecentage of cases are primarily related to foci of 
infection, as patients with long-standing asthma have 
been known to obtain prompt and continued relief 
following the removal of an inflamed gall bladder, 
infected teeth, diseased tonsils, or the treatment of 
chronically diseased accessory nasal sinuses. Also, 
patients known to be suffering from pollen asthma and 
who are usually relieved with the onset of freezing 
weather sometimes continue to have asthmatic symp¬ 
toms due to secondary infections in the bronchi or 
other parts of the upper respiratory tract. 

“Focal infections, therefore, are of importance in 
the various types of asthma and their removal or treat¬ 
ment is indicated whenever they are found to be 
definitely diseased. 

“Bronchiectasis. Bronchiectasis is a chronic progres¬ 
sive disease of the bronchi and bronchioles that is 
characterized by a dilatation of the tubes. It may be 
congenital or acquired. The latter type is produced 
by damage to the bronchial tissue or to mechanical 
factors either within or without the bronchus that 
produce a dilatation. Damage to the bronchial tissue 
is chiefly the result of bronchial infections. These 
infections occur during the course of various contagious 
diseases such as measles and whooping cough, from 
lobar and broncho-pneumonia, or from influenza. 
Another cause of bronchiectasis is bronchitis, either 
acute or chronic, that is produced by long standing 
focal infections of the upper respiratory tract, 


particularly of the accessary nasal sinuses. Even wherP 1 ' 
focal infections are not the primary etiological sourc( or 
of the bronchiectasis, they frequently are responsibkS 1 
for initiating or continuing the infection in these struc- c0 
tures. It is very important therefore to eliminate, il a 
possible, focal infections in the sinuses, teeth, and c [; 
tonsils, in patients suffering from bronchiectasis. " 

if 

VACCINES AND FOCAL INFECTION oi 

“Vaccines have been used extensively for the past 
twenty years for the treatment of certain focal infec¬ 
tions that are not subject to surgical removal and which 
do not respond well to other forms of treatment. A 
discussion of focal infection would, therefore, not be C 
complete without consideration of vaccine therapy, g 
Vaccines have been used particularly for chronic 
infections of the sinuses, other infections of the naso¬ 
pharynx, otitis media, as well as for frequent attacks 
of upper respiratory infections. Vaccines for this 
purpose are of two types, the autogenous, made from 
cultures derived from the diseased structures of the 
patient to be treated, and stock vaccines, made from 
cultures of a variety of organisms that are usually 
associated with focal infections or upper respiratory 
diseases, such as Staphylococcus aureus, the hemolytic 
and green producing streptococci and certain types of 
pneumococci. 

“Let us consider first of all the known evidence for 
vaccine therapy. Certain clinical evidence exists that 
autogenous and stock vaccines made from Staphylo¬ 
coccus aureus, from Staphylococcus albus or from 
Staphylococcus citreus, or from all three of these 
combined are of value prophylactically and therapeu¬ 
tically for carbuncles, furuncles and acne that are 
caused by these organisms. Certain clinical evidence 
also exists that both autogenous and stock vaccines 
of the acne bacillus have therapeutic value in the 
treatment of acne caused by this type of organism. It 
is well established and universally recognized that 
typhoid vaccine has definite prophylactic value for 
typhoid fever. Opie and Freund 1 quite recently have 
demonstrated that a vaccine can be made from tubercle 
bacilli which, when repeatedly injected into or below 
the skin of rabbits, increases their resistance against 
infection with virulent tubercle bacilli. 

“With vaccine therapy thus established in a limited 
field, this form of therapy has been tried extensively 
for focal and upper respiratory infections. 

“The use of autogenous vaccines for the treatment 
of chronic sinusitis, other chronic infections of the 
naso-pharynx, bronchitis, and frequent upper respira¬ 
tory infections, as well as non-gonococcal infections 
of the prostate and cervix, thus appears to be a rational 
procedure and worthy of serious trial. It presupposes 
that the infection itself is unable to produce sufficient 
immune bodies to effect a cure of the infectious pro¬ 
cess. While the procedure is logical, the results have 
been very disappointing. To date, no definite evidence 
has been produced that such vaccines aid in eradicating 
or preventing such infectious processes. The focal in¬ 
fections may be too isolated for the immune body 
fluids to affect the microorganisms and it may be that 
the types of organisms associated with these infections 
are too low in immunity-producing powers to produce 
an effective immunity in the body fluids or tissues. 
At any rate, autogenous vaccines for the above men¬ 
tioned focal infections are very disappointing. .It is 
hoped that some better way of preparing the vaccines 
or some better way of administration will eventually 
yield satisfactory results. 

“The use of stock vaccines made from cultures of 
a variety of organisms for the prevention and treat¬ 
ment of focal infections is, in general, an irrational 
procedure. Without bacteriological examination of 
the infected lesion, there are too manv pathogenic 
microorganisms or biological varieties of these micro¬ 
organisms that may be of etiologic importance ir 
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wherP r<Kluc ' ng or maintaining the infectious process for 
3urct one to h°P e to obtain satisfactory results from a ‘shot- 
ls ibi f gun’ vaccine. An exception to this is when a staphylo- 
true coccus * s 9ie predominating organism associated with 
; e ya localized infection, in which case a stock staphylo- 
a n( jcoccus vaccine might be effective, although even here 
the likelihood of success would seem to be enhanced 
if an autogenous vaccine made with the predominating 
organisms were used.” 


past - 

ifec COMMUNICABLE DISEASES REPORTED 
Urban and Rural - March, 1939 

A 

t be Occurring in the Municipalities of: 


a Py Scarlet Fever: Total 170—Brandon 42, Winnipeg 33, 
0I1 “ Boissevain 7, Virden 7, North Norfolk 6, Strathclair 
aso ' 6, Saskatchewan 4, Shoal Lake Village 3, Morris 
acks Town 2, Morton 2, St. Boniface 2, Unorganized 2, 
this Whitewater 2, Assiniboia 1, Elton 1, Fort Garry 1, 
rom Gretna 1, Kildonan East 1, Kildonan West 1, 
9 m Macdonald 1, Odanah 1, Rockwood 1, Roland 1, Ste. 
tom Rose Village 1, Wallace 1 (Late Reported: January, 
ally Winchester 5, Deloraine 2; February, Brandon 14, 
North Norfolk 9, Kildonan East 4, Daly 2, Portage 
ytic Rural 2, Unorganized 2). 

; of 

Mumps: Total 163—Winnipeg 123, Morris Town 16, 
Tuxedo 8, St. James 6, Kildonan East 2, Morris 
Rural 2, Wawanesa 2, St. Boniface 1 (Late Reported: 
hat February, Brandon 2, Morris Town 1). 
rlo- 

oni Influenza: Total 91—Unorganized 46, Portage City 17, 
ese Winnipeg 12, Louise 7 (Late Reported: January, 
eu . Brandon 3, Montcalm 1, Pilot Mound Village 1, St. 
Jre Boniface 1, Whitehead 1; February, St. Clements 1, 
lce Teuton Village 1). 

ios Measles: Total 67—Morden Town 41, Boissevain 8, 
;he Argyle 6, Louise 5, Winnipeg 4, Franklin 1 (Late 
It Reported: February, Argyle 2). 

lcl£ 

'or Chickenpox: Total 65—Winnipeg 27, Minnedosa 12, 
ve Louise 6, Strathclair 4, Flin Flon 2, St. Boniface 2, 
,j e Kildonan East 1, Montcalm 1, Morris Town 1, Ste. 
)w Anne 1 (Late Reported: February, St. Boniface 7, 
[st Minitonas 1). 

Smallpox: Total 47—Boulton 13, Minitonas 7, Shell- 
0( j mouth 1, Swan River Town 1 (Late Reported: 
j v February, Swan River Rural 19, Minitonas 4, 
Hillsburg 1, Roblin Town 1). 


Whooping Cough: Total 43—Winnipeg 27, St. James 7, 
le Lawrence 4, Kildonan West 1, Minitonas 1, The Pas 1 
a _ (Late Reported: February, St. Boniface 2). 

is Lobar Pneumonia: Total 14—Brandon 3, Portage City 
il 1 (Late Reported: January, Brandon 2, Lome 2, 

:s Edward 1, Roblin Rural 1, St. Vital 1, Thompson 1, 

it Transcona 1, Turtle Mountain 1). 

e Erysipelas: Total 12—-Winnipeg 6, St. Boniface 2, 
e Kildonan East 1, Kildonan West 1, Silver Creek 1 
j, (Late Reported: January, St. James 1). 

- Diphtheria: Total 10—Winnipeg 2, Flin Flon 1, Frank¬ 
s' hn 1, Neepawa 1, Ste. Anne 1, St. Boniface 1, 

t Unorganized 1 (Late Reported: February, Swan 

3 River Town 1, Tache 1). 

Tuberculosis: Total 8—Winnipeg 8. 

German Measles: Total 6—Brandon 5, Sifton 1. 

Typhoid Fever: Total 4—De Salaberry 2, Ste. Anne 1 
(Late Reported: January, Portage la Prairie City 1). 

Epidemic Encephalitis: Total 1—(Late Reported: 
February, Pembina 1). 

Septic Sore Throat: Total 1—Morris Town 1. 

Infective Dysentry: Total 1—(Late Reported: January, 
McCreary 1). 

Venereal Disease: Total 108—Gonorrhoea 57, Syphilis 
51. 


DEATHS FROM ALL CAUSES IN MANITOBA 
For the Month of February, 1939 

URBAN—Cancer 40, Tuberculosis 13, Influenza 9, 
Lobar Pneumonia 7, Pneumonia (all forms) 6, 
Syphilis 2, Erysipelas 1, Tetanus 1, Malarial Fever 1 , 
Septic Sore Throat 1, all others under one year 15 
all other causes 136, Stillbirths 13. Total 245. 

LURAL Cancer 22, Pneumonia (all forms) 14, Tuber¬ 
culosis 12, Influenza 9, Lobar Pneumonia 8, Puer¬ 
peral Septicaemia 2, Infantile Paralysis 1, Lethargic 
Encephalitis I, Syphilis 1, Whooping Cough 1, all 
others under one year 18, all other causes 130, 
Stillbirths 10. Total 229. 

INDIAN—Tuberculosis 4, Pneumonia (all forms) 3 , 
Influenza 1, all others under one year 5, all other 
causes 2, Stillbirths 1. Total 16. 


The New Synthetic Antispasmodic . 

TRASENTIN “ClBA” 

(Diphenylaeetyldiethylaminoethanolester- 

hydrochloride) 

SUPPRESSES SPASMS OF THE GA^TRO INTFQ 
TINA L TRACT, GEN ITO-U Rl NARY SYSTEM AND 
OTHER SMOOTH MUSCLE ORGANS. 


Tablets bottles of Ampoules —boxes of 
20 and 100. 5 and 20. 

1 tablet or 1 ampoule contains 0.075 grm. 
of the active substance. 

CIBA COMPANY LIMITED, Montreal 


THE MARGARET SCOTT 
NURSING MISSION 

Free Home Visiting Nursing 
in Greater Winnipeg 


99 George Street Phone 96 839 


FACILITATES 
the INGESTION OF MILK 



Vi-Tone in milk breaks down the 
tough and hard curd formed in 
the stomach by the ingestion of 
straight cow’s milk. A highly 
palatable, richly nourishing, 
easily prepared food-drink. 


/ 


FOOD 

TONIC 

BEVERAGE 


VI-TONE 
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The G-E Model "C" 
Electrosurgical Unit 



KIEW from stem to stern; packed with inher- 

” ent advantages, the G-E Model "C" Unit 
has been built to enhance the benefits of elec¬ 
trosurgery. This is its introduction to the medi¬ 
cal profession. 

So complete and refined is the method of 
control that the surgeon may have at the elec¬ 
trode tip just the quality and quantity of high- 
frequency current desired for the work at hand, 
whether it be the delicate coagulation of some 
growth or transurethral prostatic resection. 

Factory-adjusted self-compensating gaps of 
an entirely new type are incorporated. They 
assure on unfailing supply of smooth current 
for cutting, desiccating, or coagulating. So 
closely calculated have been the factors of 
heat expansion and so nicely engineered the 
gaps, that even long continued operation will 
not cause a change in the spacings. You will 
appreciate that this feature spells real de¬ 
pendability. 


From the beautiful streamlined case to the 
smallest integral part of the unit there is ex¬ 
cellency of manufacture, soundness of design, 
and indication of long, satisfactory, econom¬ 
ical life. There are many other advantages 
that would be of interest to you, such as for 
instance the reasonable price. 

/ 

• 

You will want to study this book, for not only 
does it tell the complete story of the G-E 
Model "C" Electrosurgical Unit but also reprints 
authoritative information regarding electro¬ 
surgery. We would appreciate your addressing 
your request for a copy to Department A225. 



GENERAL ^ELECTRIC 
X-RAY CORPORATION 

2012 JACKSON B IV O CHICAGO ILLINOIS 
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Med ical Library 
University of Manitoba 


RECENT ACCESSIONS 
March 12, 1938 — March 6, 1939 

Duke-Elder, Sir Stewart. The practice of refraction, 
3rd ed. 

London, Churchill, 1938. 

Economo, Constantin von. Zellaufbau der Grosshirn- 
rinde des Menschen. 

Berlin, Julius Springer, 1927. 

Eden, T. W. A manual of obstetrics, by Thomas W. 
Eden and Eardley Holland; 8th ed. 

London, Churchill, 1937. 

Fairbrother, R. W. A text-book of medical bacter¬ 
iology; 2nd ed. 

London, Heinemann, 1938. 

Friedenwald, J. Clinics on secondary gastro-intestinal 
disorders; reciprocal relationships, by Julius 
Friedenwald, T. H. Morrison and S. Morrison. 
Baltimore, Wood, 1938. 

Fyfe, Andrew. One hundred and fifty-eight plates to 
illustrate the anatomy of the human body, taken 
partly from the most celebrated authors, partly 
from nature. 

Edinburgh, Black, 1830. 

Fisher, C. Diabetes insipidus and the neur-hormonal 
control of water balance: a contribution of the 
hypothalamico —- hypophyseal system, by Charles 
Fisher, W. R. Ingram and S. W. Ranson. 

Ann Arbor, Mich., Edwards Bros., 1938. 

Galdston, Iago. Maternal deaths — The ways to 
prevention. 

New York, The Commonwealth Fund, 1937. 

Gilman, Henry. Organic chemistry; an advance treatise. 
New York, Wiley, 1938. 

Glaister, John. Glaister’s Medical jurisprudence and 
toxicology; 6th ed. 

Edinburgh, Livingstone, 1938. 

Gonzales, T. A. Legal medicine and toxicology, by 
Thomas Arthur Gonzales, Margan Vance and 
Milton Helpern, with a foreword by Harrison 
Maitland. 

New York, Appleton-Century, [cl937.] 

Gould, Sir Alfred Pearce. Elements of surgical diag¬ 
nosis, by Sir A. P. Gould; rev. by Eric P. Gould; 
London, Cassell, 1937; 8th ed. 

Grant, J. C. B. Method of anatomy; descriptive and 
deductive. 

Baltimore, Wood, 1937. 

Gray, A. A. The basis of tissue evolution and patho¬ 
genesis. 

Glasgow, Jackson, Son & co., 1937. 

Great Britain: Home Office Air Raid Precautions 
Department. An atlas of gas poisoning; 3rd ed. 
London, H.M. Stationery Office, 1938. 

Grinker, R. R. Neurology; 2nd ed. 

Springfield, Ill., Thomas, [c 1937.] 

Hadfield, Geoffrey. Recent advances in pathology, by 
Geoffrey Hadfield and Lawrence P. Garrod; 3rd ed. 
London, Churchill, 1938. 

Haldane, J. B. S. Air raid precautions. 

London, Victor Gollancz, 1938. 

Hardy, J. A. A synopsis of the diagnosis of the acute 
surgical diseases of the abdomen. 

St. Louis, Mosby, 1938. 


Harris, L. J. Introductory and historical vitamin B, 
and Beri-beri, by Leslie J. Harris, with foreword 
by Sir Frederick G. Hopkins. 

London, Churchill, 1938. 

Hawk, P. B. Practical physiological chemistry, by 
Philip B. Hawk and Olaj Pergeim, in collaboration 
with Bernard L. Oser and Arthur G. Cole; 11th ed. 
Philadelphia, Blakiston’s Son and co., [cl937.] 

Henderson, D. K. A text-book of psychiatry for 
students and practitioners, by David K. Henderson 
and R. D. Gillespie; 4th ed. 

London, Oxford University Press, 1936. 

Hypothalamus; Morphological functional and clinical 
and surgical aspects, by W. E. LeGros Clark, John 
Beattie, George Riddoch and Norman M. Dott. 
Edinburgh, Oliver and Boyd, 1938. 

Johnstone, R. W. A text - book of midwifery for 
students and practitioners; 9th ed. 

London, Adam and Charles Black, 1937. 

Jordan, E. 0. A text-book of general bacteriology, 
by Edwin 0. Jordan, revised by William Burrows; 
12th ed. rev. 

Philadelphia, Saunders, 1938. 

Jordan, H. E. A text-book of embryology, by Harvey 
E. Jordan and James E. Kindred; 3rd ed. 

New York, Appleton-Century, [cl937.] 

Joslin, E. P. Treatment of diabetes mellitus; 6th ed. 
Philadelphia, Lea & Febiger, 1937. 

Kanner, L. Child psychiatry, by Leo Kanner, with 
prefaces by Adolph Meyer and Edwards A. Park. 
Springfield, Ill., C. C. Thomas, [cl935.] 

Kerr, J. M. M. Operative obstetrics. A guide to the 
difficulties and complications of obstetric practice, 
by John M. Munro Kerr, with the assistance of 
Donald McIntyre and D. F. Anderson; 4th ed. 
London, Bailliere, Tindall and Cox, 1937. 

Kirschner, M. Operative surgery: v. 3. The ear, air 
passages and neck, by M. Kirschner and others. 
Translated by I. S. Ravdin. 

Philadelphia, Lippincott, 1937. 

Kuntz, Albert. A text-book of neuro-anatomy; 2nd ed. 
Philadelphia, Lea & Febiger, [cl936.] 

League of nations. Health organization. Atlas; illus¬ 
trating the division of cancer of the uterine cervix 
into four stages according to the anatomo-clinical 
extent of the growth. Prepared by J. Heyman 
and M. Strandquist. 

Stockholm, 1938. 

League of nations. Social services and venereal dis¬ 
ease. Advisory Committee on social questions. 
Enquiry into measures of rehabilitation of 
prostitutes. 

Geneva, League of nations, 1937. 

Litzenberg, J. C. Contributions to the pathology of 
pregnancy. 

Lawrence, University Extension Division, Uni¬ 
versity of Kansas, 1937. 

Lloyd, D. J. Chemistry of the proteins, by Dorothy 
J. Lloyd and Agnes Shore; 2nd ed. 

London, Churchill, 1938. 

Lizars, John. A system of anatomical plates of the 
human body; accompanied with descriptions, and 
physiological, pathological and surgical observa¬ 
tions. 

Edinburgh, W. H. Lizars, 1823-1833. (2 parts— 

Text and atlas). 

Lord, Elizabeth E. Children handicapped by cerebral 
palsy: Psychological factors in management, by 
E. E. Lord, with a medical explanation by Bronson 
Crothers. 

New York, The Commonwealth Fund, 1937. 
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DAGENAN 

(M and B 693) 

In the Treatment of 

PNEUMOCOCCAL 

INFECTIONS 


BRATHWAITES LTD. 

Phone 21 085 

PORTAGE af VAUGHAN 

WINNIPEG 


for . . . 

Quality Minded 

men! 

at McCreerys you can buy a Coat or a 
Suit with the quality and workmanship you 
demand, in the fabric of your choice, from 
a varied selection of the newest patterns, 
smartly tailored to fit your individual re¬ 
quirements, at prices that are reasonable 
always. 


READY to WEAR or 
MADE to MEASURE 

also 

HATS, SHIRTS AND FURNISHINGS 

McCREERYS LTD. 

293 Portage Ave. Winnipeg 

(One door East of Capitol Theatre) 


Lord, Frederick T. Pneumonia and serum therapy, b 
Frederick T. Lord and Roderick Heffron. Revist 
edition of Lobar pneumonia and serum therapy. 
New York, The Commonwealth Fund, 1938. 

Louis, Pierre - Charles - Alexander. Pathological ri 
searches on phthisis. Translated from the Frencl 
with introduction, notes, additions, and an essa 
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An Acceptable Super-Nourishment 


Every family medical adviser meets with cases in 
his practice where children simply won’t eat sufficient 
substantial food. In consequence their young patients 
will show signs of anaemia and mal-nutrition. Weight 
will be below normal, and their resistance will be low. 

Ovaltine has been found highly beneficial in such cases. 
Ovaltine is the concentrated nourishment of fresh milk 
and eggs and a special barlej' malt extract, lightly flav¬ 
oured with cocoa. It is rich in factors of diet the child 
refuses in foods as ordinarily prepared. And children 
like it. 


OVALTINE CONTAINS THESE 
DIETARY FACTORS 

Proteins, Carbohydrates, Cal¬ 
cium, Phosphorus, Iron and 
Vitamins A, B, D and G. 


OVALTINE 

TONIC » FOOD >, BEVERAGE 

Manufactured by A. Wander Limited, Peterborough, Canada 
Factories also in England, Switzerland, France and the United States. 


A Simple Solution of the 
INFANT FEEDING problem 

A big problem in the bottle feeding of infants has been to 
find a form of carbohydrate which will not irritate the 
intestinal tract of the infant and yet one which can be readily 
digested. These purified and specially prepared corn syrups 
are a mixture of pure carbohydrates which can be quickly 
and readily assimilated. 

Thousands of successful cases, even with sub-normal 



infants, testify to the excellence of “CROWN BRAND” 
or “LILY WHITE” CORN SYRUPS for use as a milk- 
modifier for infant feeding. 

Produced under the most hygienic conditions 
by the oldest manufacturers of corn syrups in 
Canada, you can have positive confidence in 
the purity and reliability of 

EDWARDSBURG 

"CROWN BRANDCORN SYRUP 
and LILY WHITE'CORN SYRUP 

Manufactured by THE CANADA STARCH COMPANY Limited 
Montreal and Toronto 


FOR DOCTORS ONLY 
A convenient pocket calculator, with 
varied infant feeding formulae and a 
scientific treatise in book form for infant 
feeding are available on request. Kindly 
clip the coupon and this useful material 
will be mailed to you. 


THE CANADA STARCH CO. Limited 
Montreal 

Please send me 

□ feeding CALCULATOR. 

i—i Book “CORN SYRUPS FOR INFANT 
L FEEDING." 

□ PRESCRIPTION PADS. 

i—i Book “THE EXPECTANT 
L - 1 MOTHER." 

□ Book “DEXTROSOL." 

Name. 

Address. 
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Manitoba Nurses’ Central 
Directory 

214 Balmoral St. Phono 72 151 

24 HOUR SERVICE 
REGISTERED NURSES 

NURSING ATTENDANTS 

Schedule of rates and hours on request. 

P. BROWNELL, Reg. N. 
Registrar. 


—PHYSIOTHERAPY— 

by J. C. Swann 

Member of 

The Canadian Physiotherapy 
Association 

(Incorporated by Dominion Charter) 

• 

Graduate of: Massage, Swedish 
Movements, Muscle Re - education 
and Medical Gymnist, 2 years train¬ 
ing in Christie Street Hospital, 
Toronto, Masseur at Deer Lodge 
Hospital, Pensions and Health, Win¬ 
nipeg, for the past 15 years. 

(Under Medical Supervision 
or Direction). 

• 

Phone 80 760 438 Somerset Bldg. Res. Phone 
after 1 p.m. Winnipeg, Man. 54 195 


The Winnipeg Drug Co., Limited 

H. D. Campbell 

PRESCRIPTION SPECIALISTS 

Agents for 

NICHOLSON’S VACCINES 

• 

407 PORTAGE AVE. (Cor. Kennedy) 
Phone 21 621 


LABORATORY 

POULENC FRERES 

OF CANADA LIMITED 

204 YOUVILLE SQUARE—MONTREAL 

The home of: 

NOVARSENOBENZOL BILLON 
STOVARSOL 
GARDENAL 
SONERYL 

Detailed Literature Upon Request 


DREWRYS DRY 
GINGER ALE 

Doctors recommend it! 
Hospitals advise it! 

Patients asl< for it! 


3 Sizes 

6-oz., f2-oz v 28-oz. 


The Drewrys Limited 

Phone 57 221 


Medical Business Bureau 

101 Medical Arts Bldg. Winnipeg 

COLLECTION of ACCOUNTS 
PUBLIC STENOGRAPHY 

AUDITING and BOOKKEEPING 

J. L. HEWITT, Manager. 
















